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Handover between OOH and in-hours GPs has been defined as 'one of the most perilous procedures in medicine, and when carried out improperly can be a major contributory factor to subsequent error and harm to patients'.
1 In-hours care accounts for 50 hours/week while OOH care accounts for 118 hours/week. Handovers matter and should be quality-assured. How and when do in-hours providers check OOH providers' reports? How often do in-hours providers act upon suggestions made by their OOH colleagues, provided suggestions are made. How confident are OOH providers that their in-hour colleagues will give timely attention and act upon the suggestions made? A common strategy adopted by OOH providers is to encourage patients to contact their practices and draw attention to the suggestions made by OOH providers. Is this safe enough? Is there scope for a quality assurance process applied to OOH handovers, and will this contribute towards forming a more effective OOH team? We performed a representative observational survey of 69 fee-for-service GPs in the department of Puy-de-Dôme between May and October 2011. The WHO alcohol thresholds were known by less than onequarter of the GPs, 42% of them were familiar with Screening Brief Intervention (SBI) and 10% felt SBI use was effective in their practice. The GPs felt that their prescribing role was more important (87%) than tackling the alcohol issue (48%). Questions about alcohol were asked mainly in the event of abnormalities being revealed by blood tests (63%). They thought their role in dealing with alcohol misuse was legitimate but also expressed a low level of confidence and work satisfaction. The three incentives most often identified by GPs as likely to improve SBI involved government (100%), patients (95%) or health organisation (95%).
Alcohol was not perceived as a disease risk factor by the GPs in their routine practice, and preventive procedures will be held in check as long as GPs find it easier to fulfil their prescribing role. The GPs had an ambivalent attitude, recognising that they could legitimately question and advise their patients, but at the same time complaining about the lack of education and suitable tools to help them. 
Anal fissures; first do no harm
Referrals of younger patients with 'painful piles' who have already applied steroid cream are common. Ninety per cent of acute anal fissures heal, but in nearly all those that do not, topical steroid cream has been applied to treat presumed piles. There is no evidence that any cream has improved the natural history of piles, but it is recognised that steroids reduce healing of acute fissures, and can create a chronic condition.
Anal fissure can be easily seen without any equipment other than a torch. When a fissure is seen the patient can be told piles are not the cause of their symptoms (a tearing sensation with pain for 30-60 minutes following bowel opening). Avoiding constipation with or without any cream (not containing hydrocortisone) allows healing, but if the problem has not settled in 6 weeks colorectal referral may be required excluding other pathology. 
